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Please list additional instructors, classroom and clinical sites here.  
 
         
PInstructor Name                                                                                      Instructor's ID# ____ ____ ____ ____  ____ ____ 
 
PKS RN License # _________________________________  KS RN Licensure Expiration Date ____________ 
 
#Current Address:________________________________________________________________________________ 
                     Street                                              City                              Zip          
Current Phone #  _________________________    E-Mail Address:  __________________________________ 
 
Instructor Name                                                                                      Instructor's ID# ____ ____ ____ ____  ____ ____ 
 
PKS RN License # __________________________________  KS RN Licensure Expiration Date ____________ 
 
#Current Address:____________________________________________________________^^^^^^^^____________ 
                     Street                                              City                              Zip          
PCurrent Phone # _______________________    E-Mail Address: ____________________________________ 
    
PInstructor Name                                                                                      Instructor's ID# ____ ____ ____ ____  ____ ____ 
 
#Current Address:_____________________________________________________^^^^^^^^___________________ 
                     Street                                              City                              Zip          
PKS RN License # __________________________________  KS RN Licensure Expiration Date ____________ 
 
PCurrent Phone #  _______________________    E-Mail Address: ____________________________________  
           
PClassroom Site                                                                                                       PKS Facility ID# __________________ 
 
PAddress                                                                                                                                                                                         
                      Street and/or PO Box                                                   City                                   State               Zip 
 
PClassroom Site                                                                                                       PKS Facility ID# __________________ 
 
PAddress                                                                                                                                                                                         
                      Street and/or PO Box                                                   City                                   State               Zip 
 
PClassroom Site                                                                                                       PKS Facility ID# __________________ 
 
PAddress                                                                                                                                                                                         
                      Street and/or PO Box                                                   City                                   State               Zip 
 
PClinical Site                                                                                                             PKS Facility ID# __________________ 
 
PAddress                                                                                                                                                                                         
                      Street and/or PO Box                                                   City                                   State               Zip 
 
Clinical Site                                                                                                             PKS Facility ID# __________________ 
 
PAddress                                                                                                                                                                                         
                      Street and/or PO Box                                                   City                                   State               Zip 
 
Clinical Site                                                                                                             PKS Facility ID# __________________ 
 
PAddress                                                                                                                                                                                         
                      Street and/or PO Box                                                   City                                   State               Zip 
 
 
Health Occupations Credentialing Phone number:  (785) 296-6796 
1000 SW Jackson, Suite 200 Fax number: (785) 296-3075 
Topeka, KS 66612-1365 dstaab@kdhe.state.ks.us 
 Web site: www.kdheks.gov/hoc 
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